Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

» Complete all entries in accordance with
the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

2022

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022

and ending

12/31/2022

A This return/report is for: D a multiemployer plan

D a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

[] a DFE (specify)
D the final return/report

a single-employer plan
B This return/report is: D the first return/report

D an amended return/report

C Ifthe plan is a collectively-bargained plan, check here. . . ......... ... ... ......... ... .. .. . .. . ... ...

[] Form 5558

D special extension (enter description)

D Check box if filing under: [ ] automatic extension

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ................

D a short plan year return/report (less than 12 months)

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
THE STABLE GROUP LLC DENTAL BENEFIT PLAN number (PN) » | 502
1c Effective date of plan
09/01/2015
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 47-3911420
THE STABLE GROUP LLC 2C Plan Sponsor’s telephone

45 S 7TH ST STE 2100
MINNEAPOLIS, MN 55402-1616

45 S 7TH ST STE 2100
MINNEAPOLIS, MN 55402-1616

number
952-334-3476

2d

Business code (see
instructions)
541600

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

IEIIEGR'\IIE Filed with authorized/valid electronic signature. 05/17/2023 STEPHANIE PROPP
Signature of plan administrator Date Enter name of individual signing as plan administrator
IEIIEGR’\IIE Filed with authorized/valid electronic signature. 05/17/2023 STEPHANIE PROPP
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2022)
V. 220413




Form 5500 (2022) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 278
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the PlIan YEar ..............cccoceveievcueveceesecescee e 6a(1) 278
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 313
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b
C Other retired or separated participants entitled to future Denefits............coccuiiiieiiii e 6c
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 313
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccccoecveiiiiiieiccne s 6e
' TOtal. AQG INES BA BNA BE. .....oeovreeeeirceeeesceseee et ees et s sttt 6f 313
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEEE TS IIEIM).....vceecececece ettt ettt ettt ettt et et e e e e e e e e e e e s ee s e sassee e e en s s s enas s seanan s nen s s e s s s enn s s enn s s ennans 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. ... cv.vieeceetis ittt ettt et sttt ee ettt se et et e ees et et s e s et et eesca et s e cs et b st et s s ns et et s s et bt snscbesennssb s s snes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4D
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
2) I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
3) I Trust 3) I Trust
(4) |_| General assets of the sponsor (4) |—| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) (1) D H (Financial Information)
2) D I (Financial Information — Small Plan)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan @) 1 A (Insurance Information)
actuary @) D C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)




Form 5500 (2022) Page 3

Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wooveoeeeeerenerenis e [] Yes [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If the plan was not required to file the 2022 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2022

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
THE STABLE GROUP LLC DENTAL BENEFIT PLAN plan number (PN) » 502

C Plan sponsor’'s name as shown on line 2a of Form 5500

THE STABLE GROUP LLC

D Employer Identification Number (EIN)
47-3911420

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
13-5581829 65978 5975481 393 01/01/2022 12/31/2022

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

32146

3157

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

EMERSON REID LLC

1787 SENTRY PARKWAY
SUITE 320
BLUE BELL, PA 19422

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10279

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

NORTH RISK PARTNERS LLC

622 ROOSEVELT RD
SUITE 240
SAINT CLOUD, MN 56301

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

21867

3157

SUPPLEMENTAL COMPENSATION

3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2022
v. 220413



Schedule A (Form 5500) 2022 Page2—| 1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2022 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Paid t0 CAMTIEE .........ov e 6b

C  Premiums due but unpaid at the end Of the Year ... 6¢C

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, €nter @aMOUNT..............ooiiiiiiiii e 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PreVIOUS YEAI ..........co.ovoveceeeeeeeeeeeeeeeeeee e eeess e tee e e eeensaeeenene s iesensesesnensasassenenesens | 7b
C Additions: (1) Contributions deposited during the year... .. | 7c(1)
(2) Dividends @and CreditS............o.ovoveveveveveeeeeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year............ccccocceeeueveveeceeeeeeeeeeeeeee e 7c(3)
(4) Transferred from separate account............ .| 7c(4)
(5) Other (SPECIfY DEIOW) ........c.cuevveeceeeeeeeeeeceeeeeeeee et 7c(5)
4
(B)TOtAI AAAIIONS....... .ot 7c(6)
d Total of balance and additions (add liNes 7b aNd 7C(B)). .....vovoveveeeeeeeeeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............cocoevovveeereeeeeeeeeeeeenen 7e(2)
(3) Transferred to SEParate aCCOUNt ..............cooeveeeeeeeeeereseeereeeeeeeees e 7e(3)
(4) Other (SPECIfY DEIOW).........v.eeveeeeeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) TOLAl AEAUCHONS. ...t e et ee st ee st en s ee s e et e s eesen e seeeenen e eean 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...........ocovrueerereeeeeeeeecerereerreerereenn. | 7f




Schedule A (Form 5500) 2022 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4)
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carmier ............ccoviiiiiiiiiii e 10a 229965
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. .......................... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? .............

D Yes

No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. »




Form 5500 Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement iIncome Security Act of 1974 (ERISA) and

OMB Nos. 1210-0110
1210-0089

sl el sections 6057(b) and 6058(a) of the Intemal Revenue Code (the Code). 2022
EmePa""gem :’:{ Lgb"' . » Complete all entries in accordance with
B e, the instructions to the Form §500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
| Part | | Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022
A This return/report is for: I:l a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a kst of

a single-employer plan D a DFE (specify)
B This retum/report is: D the first retum/report I:l the final retum/report
I:l an amended rélu_m/report |:| a short plan year retum/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, check here. . ...... ... ... . ittt

D Check box if filing under: D Form 5558 I:l automatic extension
D special extension (enter description)

E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. ... ................

participating employer information in accordance with the fom instructions.)

| Part i I Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan 502
THE STABLE GROUP LLC DENTAL BENEFIT PLAN number (PN} »
1C Effective date of plan
09/01/2015
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 47-3911420
THE STABLE GROUP LLC 2C Plan Sponsor’s telephone
number
952-334-3476
45 S 7TH ST STE 2100 45 S 7TH ST STE 2100 2d Business code (see
MINNEAPOLIS, MN 55402-1616 MINNEAPOLIS, MN 55402-1616 instructions)
541600

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perju d other penalties set forth in the instructions, | declare that | have examined this return/repon, including accompanying schedules,
statemeqls aqd aua}ch nts/as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, cormrect, and complete.

o — /)23 | Sephanie Fropy
nature of plan ad’ministrator Date Enter naJne of individual SIgnmg as plan administrator
son\7 AN Sinjz | Groplwoie Propp
) b r
W%hm ofvt‘employerlplan sponsor Date Enter namé of individual signing as employer or plan sponsor

SIGN

HERE

Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2022)
V. 220413



Form 5500 (2022) Page 2

32 Plan administrator’s name and address D Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, |4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last retumn/report:
a Sponsor's name 4d PN
€ Plan Name
5  Total number of participants at the beginning of the plan year 5 ]
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a{1),
6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YEar ............cc.o.ooueieeveeeeecceeceee e e e aaes 6a(1)
a(2) Total number of active participants at the end of the Plan YEar .............cc.cc.occeerieeieciereeeceeeecveiee et 6a(2)
b Retired or separated participants receiving DENEMALS ................c.ocoviveeecereeriieeiee et es s ettt seses s tes et sre st e ses e s 6b
C Other retired or separated participants entitled to future benefits..............coce e e 6¢c
d Subtotal. Add INES BA(2), BD, BN BC...........coevveeeereeeeeerereeeerer e eeirt st eereseeeseensesseeeaesessseseesesesseenen resraes e sssesssesssaeesesssesessans 6d
@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccccooocvireeveniv e 6e
T Total. ADGTINES BA ANG BE. ..........cvvveeeeerveeeeeereeeeserreeeceestece et evrseess s st ses st sesesssessnssstssensseses sessssts st st s st senes s sossenss e 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIBLE RS TEBIM)........o.ovvivcee ettt et estees sttt b e ese s s b ses e e b r et et sb et b s it sns bR e bbb etsassbesa et 1t se s seemneenen 6g
h Number of participants who terminated employment during the plan year with accrued benefits that were
1655 tham 100% VESTEA. ....... v ivuiieisteetiitstiseseusceema et ses et et e snes e st s ses et et 828 s8££ 58 e84 ns Aot s8R nes et s 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1) Insurance
{2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) l General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1 [] R (Retirement Plan Information) [ H (Financial Information)
{2) D 1 (Financial Information — Small Plan)
{2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan (3) 1 A (Insurance Information)
acluary (4) I:I C (Service Provider Information)
(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)




Form 5500 (2022) Page 3

Part Il [ Form M-1 Compliance Information (o be completed by welfare benefit plans)

11a if the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) oo e e O ves No

If“Yes” is checked, complete lines 11b and 11c.

11D Is the plan curmrently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) .......... D Yes I_-_| No

11¢ Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If the plan was not required to file the 2022 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confimmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Depantment of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

P Insurance companies are required to provide the information

OMB No. 1210-0110

2022

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
THE STABLE GROUP LLC DENTAL BENEFIT PLAN plan number (PN) p |502

C Plan sponsor's name as shown on line 2a of Form 5500

THE STABLE GROUP LLC

D Employer kientification Number (EIN)
47-3911420

Parti

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts |} and il can be reported on a single Schedule A.

1 Cowverage Information:

(a) Name of insurance carrier

VETROPOLITAN LIFE INSURANCE COMPANY

(&) EN NG | @ contrtor | O O ered atond o ==k e
policy or contract year (f) From (g) To
3-5581829 55978 5975481 393 01/01/2022 12/31/2022

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(@) Total amount of commissions paid

{b) Total amount of fees paid

32146

3157

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

EMERSON REID LLC

1787 SENTRY PARKWAY
SUITE 320
BLUE BELL, PA 19422

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10279

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

NVORTH RISK PARTNERS LLC

622 ROOSEVELT RD
SUITE 240
SAINT CLOUD, MN 56301

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

{c) Amount

(d} Purpose

(e) Organization code

21867

3157|SUPPLEMENTAL COMPENSATION

3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2022
v. 220413



Schedule A (Form 5500) 2022 Page 2 —I 1 I

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
b) Amount of sales and base Organization
i commissions paid {c) Amount {d) Purpose rgcode

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose cade

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end..............c..ocooveveeeovveveneevere.., 4
5 Current value of plan’s interest under this contract in separate accounts at year end............cccevivviveenneeniveneeiiereeseneeens 5

6 Contracts With Allocated Funds:
a State the basis of premium rates >

D Premitms Paid 0 CAITIEE ...........cocovieuiiecei ettt ess e cre et ees e ses st saette e ee s e e ne e oeeseeseno s renase s st eneeneseenen 6b

€ Premiums due but unpaid at the end of the Y& ...........c..coviiiieieeiiee et s sr s e 6¢C

d Ifthe caier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOUNL...............ccoeovr i e

Specify nature of costs P

e Typeofcontract: (1) [ ] individual policies @ [] group defemred annuity
@) [] other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > ]:l

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: ) I:I deposit administration 2 |:| immediate participation guarantee
3) D guaranteed investment 4) D other P

b Balance at the end Of the DIEVIOUS YBAT..............oceerevvoseeseeeeseeeeseeseeeeseeseseeeresceereseeenseasneseeeeesersenseaeeneeneroceceane | 7b
C Additions: (1) Contributions deposited during the year...............coceecenneee.. 7¢(1)

(2) Dividends and Cred’S. ..........c.coeueueveeeeee e e tee e e e re e sraessesaasnes 7¢(2)

(3) Interest credited dUring the YEar................coovceevrreeeeeersireceeree s serens 7c¢(3)

(4) Transferred from separate account v | TC(4)

(5) Other (SPECIHY BEIOW) ........ocvevveeeriiriisisesteneese sttt s enseessseseseeraeene 7¢(5)

>

(BYTOMAI BUARIONS..........vvvrer s sttt st ere e eesss s et bbb ss e s ens et e sbsas e s bars s st aa b st sbe e 7¢(6)
d Total of balance and additions (200 INES 7B @NT TCIBY). ......ovovveeveeeeeeeeeeeeeeeeeeseeseeeeeseeeeeeeseeeeseseesereeseesenstsnsanseeens | 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by camier.................cooveireieiieveecrie e 7e(2)

(3) Transferred to separate account . .. | 7€(3)

(4) Other (SPECIY DEIOW) ..........c.ocveee v see e st s enasesesns e 7e(d)

b

(5) TOMAl AEAUCHIONS. .....cc.oiiriie ettt a s ee et st stae b et s s s e ve e srraae sraesessaesaste st eressess sreessnseenessensensesnesnnnins

f Balance at the end of the current year (subtract line 7¢(5) from line 7d)
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Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b [ Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) f I:l Long-term disability g I:I Supplemental unemployment  h D Prescription drug
i [] stop loss (arge deductible) j [] HMO contract k[] PPO contract 1[] indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMount received ...........ccocoeevieieiee i 9a(1)
{2) Increase (decrease) in amount due but unpaid...................cccovvve e 9a(2)
(3) Increase (decrease) in unearned premium rESerVe...........c....oc.oue... 9a(3)
(4) BB ((B) F (2] - (3. e coeee ittt e et e ettt e e aaaan e s e e enn bt estneesrbee sesssianae subbastesbronsnnsnseons 9a(4)
b Benefit charges (1) Claims Paid..........ccoccuveeirevecissieeses e eeees e een 9b(1)
(2) Increase (decrease) in ClAIM FESEIVES ...........ccoceeeeeieieececere e ereaes 9b(2)
(3) Incurred claims (A0 (1) AN {2))......c.coovueieirerrreeeiriiriee st sees et steesseseeesenesressesssesseass sseresesssesssssesenesseses 9b(3)
(4) ClAIMS CRAITEA ... ..ccoeveeirvitei ettt sttt et et sre e e sesess s e e st aanses s s aae s s aseresnsebaan et esebesresaestasase snbaras 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) ~
(A) COMMISSIONS ......coovveireiree e rre et e s ss e ev e a s s e e areaes 9c(1)(A)
(B) Administrative service or other fees...........cccoocceeevieceeceenrecnsinnne. 9c{1)(B)
(C) Other SPacific ACQUISIION COSES...........cc..vvereeerreererreeereseeeeseeereesnees 9c(1)(C)
(D) OEI BXPEMSES <.....o.cevveeceerrr e reessesseesscereresseesoeseeseesrsseseesenseenns 9c(1)}D)
() TEXES ..ot eee e ee e eeeeee e eees e ess s eee e s ses e eenrssennreees 9c(1ME)
{F) Charges for risks or other contingencies ................ovevveereoreeenee. 9c(1}F)
{G) Other retention Charges.............ccccccoeeeeeveceeecee e evenes s 9c¢c(1)(G)
{H) TOtAI TREBIHON. ...ttt sttt s ettt sa bt enssaessenssreasenssnsastersnsrssas s sisena 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or|:| credited.)................. 9¢(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...... 9e
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges paid o CaIMIEE .........c...occce et b 10a 29GARR
b Ifthe canier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .............ccove.n..... 10b
Specify nature of costs.
| PartIv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............ D Yes No

12 Ifthe answerto line 11 is “Yes,” specify the information not provided. P




